Pancreatic Calcification Treated by Pancreatectomy Rodney Smith MS FRCS (St George's Hospital, London) J L, woman, now aged 20 History: At the age of 3 attacks of abdominal pain began, occurring about every three months and lasting approximately two weeks: despite investigations the cause was not found and, as the years went by, the pain became more continuous and severe. The appendix was removed in 1958 without effect. In 1964 a barium meal (Fig 1) was done which showed no abnormality in the stomach or duodenum but gross calcification throughout the pancreas and several pancreatic calculi lying away from the pancreas, possibly in a cyst. At operation (March 1964) the findings were gross chronic pancreatitis with multiple stones in the duct system, a fair-sized pancreatic cyst containing necrotic debris and pancreatic calculi lying loose in the cyst. Subtotal distal pancreatectomy was carried out (Fig 2) . The post-operative course was smooth but, as had ....
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Fig 2 X-ray of the resected pancreas (and spleen) after subtotal distal pancreatectomy. The severe scattered pancreatic calcification is well shown been expected, the patient developed a mild diabetes mellitus which was controlled without difficulty on 20 units of lente insulin daily.
Despite the loss of some 95 % of the pancreas, steatorrhoea did not become a problem. In fact the patient has passed a normal formed stool once a day since her surgery. The effect of pancreatectomy has been entirely satisfactory. Pancreatic pain has been completely abolished: nutrition has been greatly improved with a weight gain of one stone within a few months of the operation, this being maintained; the patient remains asymptomatic, her relatively mild diabetes still requiring 20 Admitted to King's College Hospital in January 1948 with a three years' history of ulcerative colitis involving the whole colon. Though it showed evidence of disease, the rectum was not contracted and a total colectomy and ileorectal anastomosis was performed in stages. She was a frail patient and during her operative treatment she developed arthritis of her elbows, knees and feet and a vagino-anal fistula. However, she eventually made a good recovery, gaining over five stone in weight. She had an anal stricture for which she used a dilator and she attended the outpatient department for many years. As a rule she had one or two stools during the night, three to four stools daily and always appeared to be in excellent health.
In March 1965, seventeen years after her operative treatment, she stated that for some six weeks there had been an increase in the frequency of her stools with blood, mucus and tenesmus. Examination of the rectal stump showed increasing contraction. Several biopsies showed only inflammatory changes.
The patient was warned that an ileostomy must be considered and this unfortunately alarmed her. She disappeared and nothing further was heard for five months when her admission to hospital was requested as she was in very poor condition.
On admission she had a carcinoma of the rectum involving the ischiorectal fossa with supraclavicular glands. An ileostomy was performed. There was a great deal of growth in the pelvis and the patient died a few weeks later.
The specimen of the rectal stump and ileorectal anastomosis showed an infiltrating growth of the rectum which had involved the surrounding tissues. The small bowel at the anastomosis showed involvement of the subserous lymphatics by growth and at operation this appeared as scattered greyish patches affecting the last few feet of ileum. Histology showed the growth to be a mucus-producing adenocarcinoma.
It is accepted that the retention of the rectal stump in ileorectal anastomosis for ulcerative colitis involves some risk of carcinoma but it is difficult to assess the relative risks of this procedure and those involved in the retention of the whole of the large bowel under prolonged medical treatment. In this case the period that elapsed between the ileorectal anastomosis and development of carcinoma must be one of the longest yet recorded though others may be reported in the future. It would seem almost certain that carcinoma was already present in the rectal wall and possibly outside it when the patient noticed the recurrence of her symptoms, yet several biopsies were negative and it appears that there may be considerable difficulty in diagnosing carcinoma at an early stage when it starts in such a situation.
The following cases and specimens were also shown: 
